The four objectives of the Having Your Say Programme are:
To promote the right of people in poverty to influence, and participate in, public policy decisions that affect them To initiate or support work that enhances the policy skills and capacities of groups of people experiencing poverty, their representatives or organisations supporting them To work in partnership with policy-makers to increase their understanding of the issues related to, and implications of, involving people in poverty in policy making To strengthen the integration of anti-poverty practice by community and voluntary organisations into the policy advice role of Combat Poverty. Irish people die younger because they tolerate an inequality between them that breeds ill health, and they accept a health-care system and a view of health care that implicitly places lesser value on the lives of those with lesser means. 1 
Community Development and Health

Why health matters
Health is understood to be a capacity or resource for everyday living that enables us to pursue our goals, acquire skills and education, grow and satisfy our aspirations. 2 International and national evidence shows that, in general, the wealthier you are the healthier you are likely to be, while whose who are poorer have shorter and less healthy lives. People experiencing poverty become sick more often and continue to die younger than those who are better off.
Between 1989 and 1998 the death rates for all causes of death in Ireland were over three times higher in the lowest occupational class than in the highest.
The death rates for all cancers among the lowest occupational class is over two times higher than for the highest class; it is nearly three times higher for strokes, four times higher for lung cancer, six times higher for accidents. 3 Perinatal mortality is three times higher in families in the lower socio-economic groups than in higher groups. The scale of the differences in death rates between those in the lowest and highest socio-economic groups appears to be greater in Ireland than in other European countries. 4 Even on the island of Ireland, the difference in mortality rates between the groups at each end of the social spectrum appears to be greater in the South than in the North. 5 Health services are not the main cause of health inequalities, but they are very important for people who are sick, for children, women of child-bearing age, those with chronic illnesses and disabilities, and older people.
What determines health?
A lot has been learned in the past several decades about what determines health. Much of the research indicates the need to examine factors both inside and outside the healthcare system.
At every stage of life, health is determined by complex interactions between social and economic factors, the physical environment and individual behaviour. These factors are referred to as the 'determinants of health'. They do not exist in isolation from each other. It is the combined influence of the determinants of health that establishes health status, i.e. the level of illness or well-being of an individual or a population.
Seventy-five per cent of what determines health and well-being is due to socioeconomic factors. 6 A number of elements interact to impact on the health of a society. These include:
socio-economic and environmental factors social and community networks individual lifestyles genetics.
This interaction is often represented in the 'rainbow model' that was developed in the early 1990s. 7 Evidence indicates that a number of key factors influence health. They include: 8 Income and social status Social support networks Education Employment/working conditions Social environments Physical environments Personal health practices and coping skills Healthy child development Biology and genetic endowment Health services Gender Culture.
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These key factors are now examined in more detail.
Income and social status
Poverty and ill health form a vicious circle. Living in poverty is associated with: lower life expectancy high infant mortality poor reproductive health a higher risk of contracting infectious diseases (notably tuberculosis and HIV infection) higher rates of tobacco, alcohol and drug use a higher prevalence of non-communicable diseases depression suicide anti-social behaviour and violence increased exposure to environmental risks.
Research indicates that the higher people's income the better their health status.
The incidence of chronic physical illness has been found to be two and half times higher in the lower socio-economic groups as compared with the higher groups.
The rate of hospitalisation for mental illness is more than six times higher for people in the lower socio-economic groups as compared with those in the higher groups. 
Social support networks
Support from families, friends and communities is associated with better health. These social support networks can be very important in helping people solve problems and deal with adversity, as well as in maintaining a sense of control over life circumstances.
Low self-esteem, anxiety, insecurity, social isolation, lack of control over work or home life, all of these produce stress. Psychosocial stress is increasingly recognised as a key factor in a number of conditions, including heart problems and hypertension, alcoholic psychosis, neurosis, homicide, suicide, accidents, ulcers and cirrhosis of the liver.
Education
Health status improves with education level, which in turn is closely tied to socioeconomic status. Effective education for children and lifelong learning for adults are key contributors to health and prosperity for individuals, and for the country. Education equips people with knowledge and skills for problem solving, and helps provide a sense of control over their lives. It increases opportunities for job and income security, and for job satisfaction.
According to the World Health Organisation 10 low educational levels produce a rise in mortality (death) and morbidity (illness and disease) similar to that produced by low income.
Employment/working conditions
Unemployment, underemployment, stressful or unsafe work are associated with poorer physical, mental and social health.
Paid work provides not only money, but also a sense of identity and purpose, social contacts and opportunities for personal growth. When a person loses these benefits, the results can be devastating to the health of both the individual and his/her family.
Conditions at work (both physical and psychosocial) can have a profound effect on people's health and emotional well-being.
Participation in the wage economy, however, is only part of the picture. Many people (most especially women) spend almost as many hours engaged in unpaid work, such as doing housework and caring for children or older relatives. When these two workloads are combined on an ongoing basis and little or no support is offered, an individual's level of stress and job satisfaction is affected.
Unemployed people have a reduced life expectancy and suffer significantly more health problems than people who have a job. 
Social environments
Social support in the broader community is reflected in the institutions, organisations and informal practices that people create to share resources, build attachments and show solidarity with others.
Social stability, recognition of diversity, safety, good working relationships, and cohesive communities provide a supportive society that reduces or avoids many potential risks to good health.
Those who experience poverty, exclusion, marginalisation and discrimination are very well aware of the role and the social support provided by, for example, community development projects, community arts projects, youth projects, women's education and development projects, intercultural drop-in centres, family resource centres, asylum-seekers support groups, migrant rights centres, or refuges for women. These networks not only generate a supportive environment but also contribute to producing health outcomes.
Social or community responses can add resources to an individual's range of strategies to cope with changes and foster health.
Physical environments
The physical environment is an important determinant of health. At certain levels of exposure, contaminants in air, water, food and soil can cause a variety of adverse health effects, including cancer, birth defects, respiratory illness and gastrointestinal ailments.
Factors related to housing, indoor air quality, and the design of communities and transportation systems can significantly influence our physical and psychological well-being.
The housing environment and the quality, affordability and suitability of housing and accommodation have a decisive impact on health.
The accessibility, affordability and suitability of transport systems are key factors that impact on people's health and well-being. Vulnerable groups and those who are socially and economically marginalised in urban and rural areas, the elderly and children, tend to be the most severely affected by underinvestment in public transport. People with disabilities are excluded from accessing a range of services, development opportunities and employment opportunities due to a lack of accessible transport.
The 'economic' and 'engineering' aspects of housing, rather than the health aspects, prevail in decision-making processes relating to housing policy.
Personal health practices and coping skills
Personal health practices and coping skills refer to those actions by which individuals can prevent disease and promote self-care, cope with challenges, develop self-reliance, solve problems and make choices that enhance health.
Definitions of lifestyle include not only individual choices, but also the influence of social, economic and environmental factors on the decisions people make about their health. There is a growing recognition that personal life 'choices' are greatly influenced by the socio-economic environments in which people live, learn, work and play.
These influences impact on lifestyle choice in at least five areas: personal life skills, stress, culture, social relationships and belonging, and a sense of control.
Healthy child development
Poverty damages children's health and can have detrimental, lifelong effects. Nearly one in ten Irish children lives in consistent poverty, while one in four lives in income poverty.
New evidence
12 on the effects of early experiences on brain development, school readiness and health in later life has sparked a growing consensus about early child development as a powerful determinant of health in its own right.
A young person's development is greatly affected by his or her housing and neighbourhood, family income and level of parents' education, access to nutritious foods and physical recreation, genetic make-up and access to medical and dental care.
Biology and genetic endowment
The basic biology and organic make-up of the human body are a fundamental determinant of health. This is called genetic endowment -the genetic profile we inherit from our parents.
Our genes can provide an inherited predisposition to a wide range of individual responses that affect health status. Although socio-economic and environmental factors are important determinants of overall health, in some circumstances, genetic endowment appears to predispose certain individuals to particular diseases or health problems.
Health services
Health services, particularly those designed to maintain and promote health, to prevent disease, and to restore health and function, contribute to the health of the population.
In Ireland, private patients access both inpatient and day facilities in public hospitals faster than, and in disproportionate numbers to, patients who do not have private insurance. 13 In May 2002 the UN Committee on the Convention on Economic, Social and Cultural Rights criticised the Irish situation where there was not a common waiting list for treatment in publicly-funded hospital services for publicly and privately insured patients. The ESRI has estimated that the cost of each private patient stay in hospital is subsidised by the taxpayer by up to 50 per cent. 14 Ireland is unusual in Europe in not providing primary care services without charge to the majority of the population.
In Ireland, our health system is fundamentally unequal, allowing those who can afford it to get more rapid access to a better service.
Gender
Gender refers to the array of sociallydetermined roles, personality traits, attitudes, behaviours, values, relative power and influence that society ascribes to the two sexes on a differential basis.
Both women and men on lower incomes are more likely to die at a younger age than those in better-off groups. 15 Women, on average, live longer than men (life expectancy for women is 78.6 and for men is 73 years). However, they are more likely to suffer depression, stress overload (often due to efforts to balance work and family life), chronic conditions such as arthritis and allergies, and injuries and death resulting from family violence.
The circumstances of different groups of women impact on their well-being. For example, women migrants in Ireland, who are originally from countries outside the EU, may experience vulnerabilities if they are dependent spouses. The dependent spouses of workers with work permits are not entitled to Irish residence or work in their own right. If they leave their spouse, they may face deportation. Women who are dependent spouses and who experience domestic violence are in a particularly vulnerable position. When/if they leave their spouse, they have no 'legal' status. This may have consequent implications for their health and well-being, e.g. stress, lack of financial independence, personal autonomy.
Culture
Some persons or groups may face additional health risks resulting from a socio-economic environment that is largely determined by dominant cultural values. This contributes to lack of access to culturally appropriate health care and services, loss or devaluation of language and the perpetuation of conditions such as the marginalisation and stigmatisation of minority cultures or cultural groups.
The self-reported quality of life of asylum seekers is much poorer than that reported by the general population. In one study only 22 per cent of asylum seekers rate their quality of life as good or very good. 16 Many foreign nationals and members of minority ethnic groups experience a lack of translation facilities in Irish GP clinics, although there is provision for a telephone translation service for GPs and patients who do not have a common language.
Because of the absence or limited availability of rurally-based female doctors, many refugee and asylum-seeking women may not have access to adequate and appropriate health care in rural areas, where they have been located under the dispersal programme.
For many recognised refugees and migrant workers from outside the EU, their professional qualifications, obtained in their country of origin, are not recognised in Ireland. Therefore they work in areas other than those in which they were trained. Such employment is invariably lower paid. A resulting shortage of money can have further detrimental effects on well-being.
The Traveller Community, as an indigenous minority group, has always suffered disadvantage and discrimination in all fields of life, including education, employment, and access to public and private services. Travellers are commonly denied access to public services such as hotels, restaurants and pubs. They are also victims of violence and harassment, including arson attacks against their property.
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Utilisation of a community development approach in which all ethnic minority communities are actively engaged in planning, design, development and implementation of health programmes is crucial to effective management of ethnic minority health needs. A community development approach to health is focused on: addressing health inequalities that are generated and sustained by the dominant institutions and systems that have been developed to organise society, e.g. the economic system, the welfare system, the education system and the health system advocating and working for change in these systems, in their structures and policies
Community development seeks to tackle the root causes of health inequalities. It recognises that health is determined by complex interactions between social and economic factors, the physical environment and individual behaviour and that these factors do not exist in isolation to each other promoting and working to advance equality of access, participation and outcomes in health service utilisation working for positive action to address inequalities in health status.
A community development approach to health acknowledges community development work as a developmental activity composed of both task and process.
The task is the achievement of social change, linked to equality and social justice.
The process is the application of the principles of participation, empowerment and collective decision-making in a structured and coordinated way.
Benefits of adopting community development approach to health
It ensures a genuine involvement of currently marginalised groups Health strategies and service delivery are much more likely to succeed if people and communities towards whom they are targeted are involved in how these strategies and services are designed, and monitored and evaluated for their impact on the health of communities. A Government statement on the National Anti-Poverty Strategy acknowledges that:
Health care services should be centred on people's needs. This requires consultation and a community development approach involving people and communities in assessing their own health needs and in various stages of design, delivery, monitoring and evaluation of health and personal social services. This issue is particularly relevant to primary care services.
19
Community development facilitates the inclusion of people experiencing poverty, inequality and exclusion in the decisionmaking process, not as target groups, but as strategic partners with their own specific concerns, insights and objectives. It genuinely engages people in needs analysis, in the design and development of health strategies and in the formulation of health policy.
The participation of community organisations allows policy decision-making to be informed by 'local reality'. Insights into the community's health and 'insider expertise' of health inequalities and the impact of existing health policies and programmes can improve the quality of decision-making.
It adopts the social model of health
In many countries, including Ireland, the medical model of health is the dominant model. It focuses on eliminating illness through medical diagnosis and treatment.
Community development challenges the dominance of the medical model of health. It promotes a wider understanding of health and the causes of ill health. It recognises that health and well-being are significantly determined by the social, economic, physical and cultural environments and that these environments are created and shaped by public policy.
Because the community development approach prioritises addressing the causes of poverty and inequality (including health inequality), it focuses on changing the economic, social, political and cultural structures and systems in society that produce and reproduce poverty, inequality and ill-health.
Much community development activity, although it may not have a direct focus on health inequalities, contributes to the well-being of people and community. This is because community development:
creates social networks builds personal skills and self-esteem and reduces social isolation enables people to act and work for change in their own lives and the life of their own communities enables people to have an impact on policy.
It promotes integrated approaches
Community development seeks to tackle the root causes of health inequalities. It recognises that health is determined by complex interactions between social and economic factors, the physical environment and individual behaviour and that these factors do not exist in isolation to each other (see Section 1). A community development approach is therefore concerned with promoting and advancing integrated approaches and strategies that will effectively address health inequalities and promote the health and well-being of marginalised groups and communities.
This engages the community sector with different organisational and sectoral interests in a range of relationships, including partnership relationships, to address health inequalities. These include statutory agencies, national and local government, health professional bodies and institutions, and the other social partners.
The role of community development in advancing health and addressing health inequalities
Community development work is focused on the most marginalised groups and communities in society. Community development deliberately sets out to target and bring together individuals and groups who are affected by poverty and who are excluded from participation in society because of prejudice, discrimination, lack of resources or lack of power.
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Community development approaches to health
Builds capacity of community organisations and individuals to work together to identify their own health and well-being needs.
Builds understanding and analysis of the structural inequalities in Irish society, including health inequalities.
Involves people collectively
in designing, developing and implementing responses to issues affecting the health and well-being of communities, including health service provision at local level.
Builds awareness of the health policy context in which decisions are made, how resources are allocated and services that impact on people's lives are planned and delivered.
Community development approaches to health
Enables groups to analyse and acknowledge those health-related issues or problems that are neither their responsibility nor within their ability to solve. It enables groups to consider and agree on how they will activate and get those with responsibility to move and focus on the problem and get the problems addressed.
Builds confidence, knowledge and skills collectively to enable marginalised groups to move from an experience of powerlessness, to develop a strong and effective voice, and to engage and negotiate with statutory agencies, governmental agencies and in social partnership arrangements at local and national level to advance their health agenda for change Strengthens organisational capability of excluded groups and communities to enable and facilitate them to effectively impact on the development and implementation of local and national health-related policy.
Develops innovative and creative approaches to address the economic and social deprivation that impacts on health and well-being and to enable a sharing of talents and skills in the process.
Advocates for policy change relating to the economic, social, physical and cultural environment that largely determine health and well-being.
Articulates rights including the right to health.
Promotes networking at local, national and international levels to bring about social change and greater health outcomes in favour of the most marginalised in society.
Devises strategies to promote equality, interculturalism and an acknowledgment of diversity. This section outlines the key tasks that need to be undertaken to support marginalised communities to advance their health agenda and to engage in the formation, delivery and evaluation of health policy and health services. Key items pertaining to advancing health and well-being are suggested for national and local development agendas.
SECTION : FACILITATING COMMUNITIES TO WORK FOR CHANGE TOWARDS GREATER HEALTH EQUALITY
This section also offers some particular guidelines for the health sector to support the inclusion and well-being of marginalised communities.
A related title, A Guide to Community Participation in the Health Services, is also available from Combat Poverty.
Facilitating communities to develop and advance their health agenda
A community development approach involves empowering people to work together for change that creates a fairer, more equal and healthy society.
Creating a 'health agenda' is essential for local communities who want to work for greater health equality. This helps the community to be clear about naming and pursuing what it wants to change in order to improve people's health and well-being.
Nine key tasks are summarised below and then discussed in detail.
Community development facilitates the inclusion of people experiencing poverty, inequality and exclusion in the decision-making process, not as target groups, but as strategic partners with their own specific concerns, insights and objectives. It genuinely engages people in needs analysis, in the design and development of health strategies and in the formulation of health policy.
1 Keep a focus on the job of community development, which is the pursuit of social change through collective action, and ensure that the work is underpinned by community development principles.
2 Acknowledge the diversity within and between marginalised communities.
3 Acknowledge the impact of institutionalised racism on minority ethnic groups including Travellers.
4 Develop an understanding of health inequalities and the determinants of health.
5 Identify needs and define priorities with the communities in the first instance. Define and agree a programme of action and indicators that would clearly indicate if progress was being made within a sixmonth and a one-year period.
6 Develop a policy agenda.
7 Promote awareness of health impact assessment tools and processes. Ensure that all county/city and local development plans make reference to population health and health inequalities and set targets for health gain.
8 Link and network nationally with other community organisations and NGOs focused on changing policy and practice change to tackle health inequalities.
9 Engage in an ongoing review and evaluation of the work.
1 Keep a focus on the job of community development, which is the pursuit of social change through collective action, and ensure that the work is underpinned by community development principles A community development approach:
Involves not only building the capacity to participate, but also the development of consciousness, analysis and understanding of the issues to be addressed.
Focuses on how things get done as well as what needs to get done in ways that are empowering for all concerned.
A key characteristic of a community development approach is the use of creative ways to overcome the traditional barriers to formal inclusion and participation, e.g. literacy, or language, educational background, responsibility for dependants, participation costs.
Challenges existing power relations and addresses power inequalities. It aims to effect a sharing of power and to create structures that provide genuine participation and involvement, in a process based on mutual respect and equal and genuine partnership between all those involved, to enable a sharing of talents, experience and expertise.
Promotes social analysis and works to develop a collective understanding of the structural inequalities in Irish society and the persistence of health inequalities.
Above all works to achieve collective health outcomes for the community.
Community development principles should guide and underpin all aspects of the community organisation's work, at all levels. These principles should guide and underpin training, research, analysis, networking, and advocacy and lobbying work.
They should be applied to the rules of engagement in partnership arrangements with government departments, state agencies and the health service, especially in the expectation and the assertion of the right to dialogue as equals while respecting different roles, responsibilities and ethos. Mutual respect for the different perspectives should represent a core principle of the operation of any health initiative.
CASE STuDy
Community Development and Health Pilot Initiative (2005-2007) -Cáirde
The achievement of health gain for minority ethnic communities will be determined by the extent to which minority ethnic communities are genuinely engaged in needs analysis, design and implementation of health strategies. In essence, this requires adopting a legitimate participative and community development approach to enhancing minority ethnic health. n Capacity building to engage in primary care. This includes knowledge and skills training in primary care strategy, health needs assessment, population health, community development, primary health care, health education, health policy development, outreach skills, communication and information technology (IT). Experiential learning and the use of creative methodologies as tools for learning characterise the approach to training. Participants have completed a community work placement, which raised their awareness of the issues affecting disadvantaged communities in the inner city and outer suburbs.
n Health needs assessment and analysis using a range of participative methodologies. The project's comprehensive computerised database allows for a filtering of findings and specific issues across a range of themes, e.g. Immigration and health; Accommodation, housing and health; Employment, education and health; Access and experience of health services; Racism, discrimination and health.
n The establishment of a community health action team that will work in partnership with a range of stakeholders in response to the needs emerging from the assessment. These stakeholders include health service providers, minority ethnic groups and other relevant bodies.
n Mainstreaming the learning. In each stage of the project there is a documentation and sharing of the experience and learning, highlighting and disseminating best practice to the HSE Primary, Continuing and Community Care, Dept of Health and Children, Primary Care Steering Group and Task Force, and NAPS/incl and Health Working Group. The findings, recommendations and evidence base will feed into the HSE Intercultural Strategy.
Acknowledge the diversity within and between marginalised communities
Acknowledge the range of different health issues and the experience of health and wellbeing, the differences in concerns and in the situation and experience of exclusion and discrimination that are influenced by or may be a consequence of: gender class age sexual orientation ability/disability educational background ethnicity including membership of the Traveller Community nationality skin colour religious beliefs marital status family status and responsibility for dependants legal status (of migrant workers and their families, of asylum seekers, of refugees, and of international students).
Acknowledge the impact of institutionalised racism on minority ethnic groups including Travellers
Institutional racism impacts on the health status of ethnic minorities and reinforces health inequalities. Institutional racism or structural racism has been defined as:
the collective failure of an organisation to provide an appropriate and professional service to people because of their colour, culture, or ethnic origin. It can be seen or detected in processes, attitudes and behaviour which amount to discrimination through unwitting prejudice, ignorance, thoughtlessness and racist stereotyping which disadvantage minority ethnic people. 21 The Traveller Primary Health Care Project, which began as a pilot initiative in 1994, produced a model of health care that could begin to address the specific health needs of Travellers as a minority ethnic group. This model has now been mainstreamed across the health service.
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CASE STuDy
Consultation process -Lifford/Clonleigh Resource Centre
To allow the different groups in the local communities to consider and voice their own needs, and to ensure and facilitate their meaningful engagement in defining how the Primary Care Centre and its team practice should be developed to meet their needs, the Lifford/Clonleigh Resource Centre in east Donegal engaged in an extensive consultation process.
Seventeen focus groups were conducted with children, adolescents, women, men, unemployed people, people on low incomes, disabled people, Travellers, older people, people parenting alone and people living in isolated rural areas.
A mission statement was agreed by all those consulted: Our mission is to act as a strong voice for groups and individuals from the communities of Castlefinn and Lifford in order to address the issues that affect the health and well-being of every person in our community from pre-natal care to death, with a particular emphasis on the issues that affect those who are most vulnerable and excluded in our communities. The National Action Plan Against Racism acknowledges that:
Institutional racism and the failure to accommodate diversity is often unintentional and can come about through a lack of understanding, lack of adequate planning or the persistence of the 'one cap fits all' approach. The outcome of these processes can contribute to failure in or weaker service provision to cultural and ethnic minorities. Developing an understanding of health inequalities and the determinants of health can be done in formal and informal ways. It can become an integral element of the social analysis that is undertaken as part of the ongoing work and planning of the organisation.
For organisations planning to develop a health agenda, it becomes a core module in community development and health training programmes.
Health Impact Assessments can focus on and raise awareness of the determinants of health and health inequalities. 
Creating It was achieved through the organisation of a series of specifically targeted focus groups that acknowledged the diversity of needs within and between population groups.
The Community Health Forum identified and continues to identify the priorities for the community representatives to feed into the Primary Care Team. These include issues that directly affect the health service alongside non-medical priorities, e.g. benefits advice, childcare, and environmental issues relating to some of the other social, economic and environmental determinants of health.
The project has generated a big debate about health, raised a series of issues pertaining to the health of the local population, defined a community health agenda and has been particularly successful in including minority groups and generating a greater understanding of minority groups' perspectives.
Strategic Policy Committees City or County Development Boards.
Fatima Groups United successfully incorporated their health agenda into the Regeneration Plan. See Case study below.
Engaging in social partnership arrangements provides an opportunity to advance the health agenda of the community. However, there are many ways to influence policy. Some may be more effective than others, depending on the issues the organisation wants to progress. A range of factors will influence the organisation in the choice or combination of strategies that it will adopt. 24 7 Promote awareness of health impact assessment tools and processes. Ensure that all county/city and local development plans make reference to population health and health inequalities and set targets for health gain
Health Impact Assessments (HIAs) are a way of assessing policies and programmes for their potential impact on the population's health. Promote training for both community and statutory agency staff in HIA and call for health impact assessments to be carried out on all local social and economic development plans and on health service plans.
Developing a residents-led community health agenda -Fatima Health Initiative
The Fatima Health Initiative, Fatima Groups United, is currently building on previous community development health initiatives to ensure that the social regeneration of Fatima Mansions in the area of health is community led and driven.
Initiatives and projects undertaken in the process to date have been supported by the Health Service Executive, Combat Poverty's Building Healthy Communities Programme and FÁS. The group has used community development approaches that reflect the social determinants of health. This has ensured: n the integration of social regeneration to the overall regeneration of Fatima Mansions n the empowerment of the local community in the development of a health and well-being centre in the area n the engagement of local community representatives with the Coombe Hospital, two local health practices and the HSE in complex negotiations involving many different agendas with a view to building relationships and common ground in relation to the development of a primary care centre n development of a community development and health training course, capacity building through participation in the course, and the employment of local women as part-time community health workers to drive a resident-led community health agenda within the regeneration n collectivising local groups in the Rialto and Donore Avenue areas of the Dublin South City area into a Community Health Forum, with a view to developing a Community Development Health Strategy for the area that will directly influence and feed into the planned Dolphin's Barn Health and Well-being Centre.
Little information is available on the impact of socio-economic factors on health in Ireland. 25 The absence of high-quality information 'contributes to official inertia in dealing with both the causes and consequences of health inequalities.' 26 It is important to ensure that the health status and health inequalities in the local area are referenced in the Strategic Plans of City/County Development Boards, RAPID, CLAR, Local Development Partnership Boards, LEADER Companies, Community Development and Family Resource Centre Projects. Actions should be outlined, aimed at developing systems and processes for collecting information and disaggregated data. This material can then be used as a baseline to determine actions to address health inequalities and to measure the outcomes of initiatives and investments.
Examining accommodation poverty as a cause of poor health -Galway Traveller Movement
The Galway Traveller Movement (GTM) has been concerned for the health of 20 families who have been living in very poor conditions for four years on an official transient site in Galway city. The Travellers are living with no electricity, no running water, and without flush toilets or washing facilities. Galway City Council agreed in June 2005 to place the families in temporary accommodation on an emergency site, pending provision of permanent accommodation.
GTM proposed to undertake a Health Impact Assessment (HIA) of the temporary site to which the families were to be moved and of the plans for permanent accommodation. They formed a steering group to oversee the HIA process. Membership included two social workers, two public health nurses and two environmental health officers; a representative of the Traveller Health Unit, local Travellers and the GTM community health worker. Funding was sought and received from the Building Healthy Communities Programme. 27 GTM intended to record the process and the outcomes and to share and make available to other Traveller and community organisations the learning from their experience of conducting a health impact assessment of an accommodation plan. They were also in contact with the Institute of Public Health (IPH) to share the learning and experience of conducting a health impact assessment. One of the community workers of the GTM had undertaken a HIA training course with the IPH.
In July 2006, it became necessary to refocus the initiative. There was still no plan for the permanent accommodation on which to undertake a HIA. It was agreed by all the stakeholders to focus on the health of the Travellers who were still on the transient site and to undertake a health risk audit of their accommodation and living conditions. A health risk audit, it was felt, would raise awareness of the links between accommodation standards, poverty and health and would not only raise key health and safety issues for the 20 families on the Galway site but would shed light on the health risks faced by Travellers who are forced to live on the roadside and in other non-serviced sites in other parts of the country.
The Institute of Public Health's website www.publichealth.ie provides information on HIAs. The Institute also offers training on health impact assessments.
The Donegal Community Forum successfully completed a health proofing of the strategy of the County Development Board and had health targets incorporated into the ten-year strategy for social, economic and cultural development.
Link and network nationally with other community organisations and NGOs focused on changing policy and practice to tackle health inequalities
Linking with other community groups and NGOs is a necessary step for community groups engaged in developing and advancing their health agenda. Such links provide a forum of solidarity and support. Additionally, comparisons of efforts help to deepen analysis, and ensure a greater equality in outcomes.
Collective effort has been shown to result in more effective action.
Engage in an ongoing review and evaluation of the work
Ongoing review and evaluation is a critical component of developing and advancing a health agenda. It enables the community organisation to assess the impact of its investments.
For further information on this point, refer to the Combat Poverty Agency publication Community Development and Public Policy, Section 3, 'How Can Community Organisations Influence Public Policy?'
In the process of defining the specific focus of the audit, many health and safety issues were raised with regard to the installation of electricity generators and their use; wiring in mobile homes, home heating and the use of gas in confined spaces; the use and maintenance of portaloos, the lack of water supply and water collection, water hygiene; waste management and collection; the impact of irregular power supply and risks associated with re-freezing foods; the impact of poor or no electricity on school children and their home study/ homework; the impact of no running water and the washing of school uniforms.
The findings and recommendations from the audit are expected to have implications for service providers. They will also serve to enlighten Travellers and to point to changes in practices that will be required to avoid health risks in the home.
Putting health on national and local development agendas
Lessons from work to date suggest that the following items need to be placed on national and local development agendas if the health and well-being of marginalised communities is to be advanced and health inequalities tackled.
Poverty and equality proofing of policy, resource allocations, and programmes 
Promoting meaningful health partnership arrangements and good working relationships in the implementation of Primary Care
As a result of the commitment in the National Health Strategy to strengthening Primary Care, the Health Service Executive is directed towards addressing health inequalities and to adopt a population health approach. New partnership arrangements are being called in order to meet these challenges. The experience, to date, in national and local partnership arrangements has provided many lessons for this type of engagement.
'Primary care must become the central focus of the health system so that it can help achieve better outcomes and better health status.' -National Health Strategy
Experience suggests that good partnership working arrangements are characterised by a number of core principles: 28 Those mandated by the community group/community sector to represent their interests at partnership level are acknowledged for their expertise, skills and experience in the area of social inclusion and equality and the empowerment of the most excluded communities to engage with processes and decision-making that impacts on their lives.
The community sector is adequately resourced: for its advocacy role; to enable the sector to develop its own agenda; and to strengthen its capacity to advance its own policy positions within the partnership structure.
There is parity of esteem for the partners.
The partnership arrangement is transparent in its operational and organisational procedures and practices. It develops an equality, anti-racism and diversity policy, codes of practice and a set of principles to guide and underpin its work and to which all partners are held accountable.
There is an acknowledgement that partnership is a difficult, complex and challenging relationship because it brings together people and organisations with different backgrounds, different interests and different concerns. Agreeing the collective objective can often entail a process of negotiation. Delivering on the collective objective implies a pooling of resources and a commitment to adopting a collective approach and process.
All partners engage in a process to enhance their understanding of their role in the partnership process, to develop an appreciation of the culture of partnership, to address issues that may arise in the management and implementation of partnership initiatives, and to enhance skills that will maximise the potential of the partnership to impact on policy development, locally, regionally and nationally.
Checklist: Good practice to support the engagement of community organisations in the health sector
Acknowledge that those who are disadvantaged, powerless and marginalised in society need support and the resources to be empowered and to identify and be involved in the necessary changes to improve their lives and the lives of their communities. Provide adequate resources for capacity building and participation, including the development of confidence, knowledge and skills to engage in the design of health strategies and in policy formulation.
Acknowledge the dominance of the medical model of health and its negative impact on devising and designing health strategies to tackle health inequalities. Create opportunities to develop an understanding of population health approaches and an appreciation of health as a resource for living, which is very much determined by social, economic and environmental factors and their interactions.
Acknowledge the importance of local knowledge and expertise and the key role of communities of interest as well as geographic communities in the design of health strategies and policy formulation. There is a contradiction when the development of health and social inclusion initiatives and policy to address health inequalities does not include those for whom they are targeted. Consultation should not be mistaken for participation in decision-making.
Promote partnership building that is based on real dialogue, that facilitates mutual learning and mutual understanding through the sharing of the knowledge and expertise of each of the partners in relation to health inequalities and the sharing and discussion of ideas for potential solutions.
Take a leadership role in promoting integrated approaches in the development of policy and practice in the health service at local level.
Promote inter-sectoral and multi-sectoral and multi-dimensional approaches that focus on the social and economic determinants of health, in order to address the cause of health inequalities. Promote the use of health impact assessments across the public and private sectors.
Provide supports and training for health service personnel in community development approaches, intercultural practices, equality and anti-racism. Develop equality policies and codes of practice that will guide health service personnel in their work with local communities.
A model for social inclusion in the health service
Below is an example of a model for social inclusion in the health service. It was developed by the HSE North West Area. 29 (See Section 5 for contact details.)
The model for social inclusion is based on six key objectives:
Awareness and understanding of social inclusion Participation and community engagement Action to reduce inequalities in health Equality of access to services: linking equality and social inclusion Prevention and early intervention: addressing the risks associated with social exclusion Coordination, integration and partnership. 
Introduction
This section outlines key policy contexts for working on health issues. They include international documents from bodies such as the World Health Organisation (WHO) and the United Nations (UN). These give high priority to asserting and working for people all over the world to enjoy the highest possible standard of health.
This section also refers to the Good Friday Agreement, which provides a significant foundation for all-island work to improve health outcomes.
Lastly, it refers to the current national policy context, including some relevant legislation. Policy contexts change over time. It is always useful to pay attention to new policy statements of the Government or the Department of Health and Children and statements that update or change existing policy commitments. The website www. irlgov.ie provides a link to all government departments.
In addition, a companion publication, A Guide to Influencing the Health Services, is available from publications@combatpoverty.ie.
Health as a human rightinternationally acknowledged
Individuals and groups have well-defined non-negotiable health-related entitlements, and governments are legally responsible for ensuring that those entitlements can be enjoyed effectively.
World Health Organisation
The right to health is a universal entitlement, based on the dignity and integrity of all individuals. The World Health Organisation
The right to health must be understood as a right to the enjoyment of a variety of facilities, goods, services and conditions necessary for the realisation of the highest attainable standard of health. ... [It is] an inclusive right extending to timely and appropriate health care but also to the underlying determinants of health …. A further important aspect is the participation of the population in all health-related decision-making at the community, national and international levels -CESCR General Comment 14, paras 9 and 11 (WHO) articulated the first specific international health and human rights provisions in the preamble to its Constitution (written in 1946). It declares that:
... the enjoyment of the highest attainable standard of health is one of the fundamental rights of every human being without distinction of race, religion, political belief, economic, or social condition -WHO Constitution Preamble
universal Declaration of Human Rights (uDHR)
Soon after the WHO Constitution was formulated, the right to health was affirmed by the Universal Declaration of Human Rights which states that:
Everyone has the right to a standard of living adequate for the health and wellbeing of himself and his family, including food, clothing, housing and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control. -Universal Declaration of Human Rights art 25(1)
uN International Covenant on Economic, Social and Cultural Rights (ICESCR)
The International Covenant on Economic, Social and Cultural Rights was the first human rights treaty to require states to recognise and realise progressively the right to health, and it provides key provisions for the protection of the right to health in international law:
The States parties to the present Covenant recognise the right of everyone to the enjoyment of the highest attainable standard of physical and mental health.
Until recently there was considerable lack of clarity within the international human rights community as to the specific obligations that the right to health places on governments. The wording of the treaties usually does not spell out in sufficient detail the obligations it places on governments. However, this situation has now changed significantly with the adoption by the UN Committee on Economic, Social and Cultural Rights (CESCR) of its General Comment 14 on the right to the highest attainable standard of health.
The General Comment elaborates in detail on the content of ICESCR Article 12, and emphasises that:
The right to health must be understood as a right to the enjoyment of a variety of facilities, goods, services and conditions necessary for the realisation of the highest attainable standard of health. ... [It is] an inclusive right extending to timely and appropriate health care but also to the underlying determinants of health …. A further important aspect is the participation of the population in all health-related decision-making at the community, national and international levels -CESCR General Comment 14, paras 9 and 11
The General Comment of the CESCR provides the most detailed interpretation to date of state obligations and internationally accepted standards and principles arising from the right to health. It is an authoritative document that sets out clearly, for Ireland and other states, who have ratified the ICESCR, their obligations in the context of the right to health. Furthermore, it serves as a point of reference that the community sector and NGOs can use for internationally accepted standards, principles and norms.
The Good Friday Agreement 1998
The Good Friday Agreement is an international legally binding agreement. It includes a commitment by the Irish government to take steps to further the protection of human rights within its jurisdiction and to ensure at least an equivalent level of protection of human rights as will pertain in Northern Ireland.
Health is defined as a fundamental human right in Northern Ireland. 30 The commitment in the Good Friday Agreement of 1998 by the Irish government to equivalence with regard to human rights standards means there is a need to review the provisions and the interpretation of our equality legislation, and to introduce positive duties to promote equality in line with Section 75 of the Northern Ireland Act.
Health is one of the areas referred to for North/South co-operation under the Good Friday Agreement.
Northern Ireland statutory duty to promote equality
In Northern Ireland there is a statutory duty imposed on public authorities (i.e. an imposed legal requirement) to promote equality and an enforceable duty to eliminate discriminatory structures, processes and actions. 31 In carrying out their functions, all public authorities, including those operating under the health umbrella, must have due regard to the need to promote equality of opportunity and address any discrimination that might currently exist on the basis of religious belief, political opinion, racial group, age, marital status, gender, sexual orientation, disability, and responsibility for dependants. They are obliged to prepare an equality scheme setting out the equality impact assessment, monitoring and consultation procedures with the groups that might be affected.
This results in a focus on work to address health inequalities and promote the health and well-being of marginalised communities.
As already mentioned, the commitment in the Good Friday Agreement of 1998 by the Irish Government to ensure equivalence with regard to human rights standards has led to a review being undertaken of the provisions and the interpretation of Irish equality legislation, and to introduce positive duties to promote equality in line with Section 75 of the Northern Ireland Act. It puts a focus on health, not just on health services, and acknowledges that people's health is affected by socioeconomic, environmental and cultural factors.
It acknowledges that 'People from the lower socio-economic groups suffer a disproportionate burden of ill-health. The equity principle recognises that social, environmental and economic factors including deprivation, education, housing and nutrition affect both an individual's health status and his or her ability to access services. ' (p.18) The concept of 'health services' is seen to include 'every person and institution with an influence on or a role to play in the health of individuals, groups, communities and society at large'.
It reiterates the commitment to multisectoral and inter-disciplinary work in the National Health Promotion Strategy (NHPS) 2000-2005 and incorporates many of the themes identified in the NHPS.
It states that health impact assessments 'will be introduced as part of the public policy development process… it is a means for all sectors to determine the effects of their policies and actions on health', (Obj1.1).
It contains a specific commitment to community participation. 'Provision will be made for the participation of the community in decisions about the delivery of health and personal services' (Action 52).
Primary Care -A New Direction
The aims of the Primary Care Strategy are to provide: a strengthened primary care system which will play a more central role as the first and ongoing point of contact for people with the health-care system an integrated, inter-disciplinary, highquality, team-based and user-friendly set of services for the public, and enhanced capacity for primary care in the areas of disease prevention, rehabilitation and personal social services to complement the existing diagnosis and treatment focus.
The inter-disciplinary primary care team will include GPs, nurses/midwives, health-care assistants, home helps, physiotherapists, occupational therapists, social workers and administrative personnel. A wider primary care network of other primary care professionals such as speech and language therapists, community pharmacists, dieticians, community welfare officers, dentists, chiropodists and psychologists will also provide services for the enrolled population of each primary care team.
The number of primary care teams and the ratio of team members will depend on needs assessment, location and population size. In the long term, approximately 600-1,000 primary care teams will be required nationally.
The Primary Care Strategy recognises the need to develop mechanisms for active community involvement in primary care teams.
Community participation in primary care will be strengthened by encouraging and facilitating the involvement of local community and voluntary groups in the planning and delivery of primary care services. Consumer panels will be convened at regular intervals.
At local level, primary care teams will be encouraged to ensure user participation in service planning and delivery. Consumers will also have an input to needs assessments initiated by individual health boards.
The Primary Care Strategy recognises that a greater input from the community and voluntary sector will enhance the advocacy role of the primary care teams in ensuring that local and national social and environmental health issues, which influence health, are identified and addressed. The restructuring of the health system that led to the establishment of the Health Service Executive (HSE) has resulted not only in new operational and organisational arrangements but the adoption of a population health approach.
The population health approach builds on a long tradition of public health, community health and health promotion, and reflects the shift in thinking about how health is defined and the evolution of thinking related to health. A population health approach is characterised by the following elements:
A focus on the health of populations based on an assessment of health status and health status inequities, over the lifespan at the population level. It recognises and acknowledges health as a capacity or resource for everyday living that enables us to pursue our goals, acquire skills and education, grow and satisfy our aspirations Addressing the broad determinants of health and their interaction. Population health measures and analyses the full spectrum of factors -and their interactions -known to influence and contribute to health Evidence-based decision-making, i.e. identification of priorities and strategies to improve health based on evidence of health status, the determinants of health and the effectiveness of interventions Directing increased efforts and investments for protection, prevention, health promotion and action on the determinants of health in order to maintain health and address the root causes of health and illness
The application of multiple strategies and the integration of activities across the wide range of interventions Collaboration across sectors and levels, partnership building processes and shared responsibility and accountability for health outcomes with multiple sectors and levels whose activities directly or indirectly impact on health or the factors known to influence it
The employment of mechanisms for public and local community involvement in the development of health priorities and strategies and the review of health-related outcomes. This element outlines how the public is involved at different stages of the initiative (e.g. needs identification, planning, delivery, evaluation), including their roles (e.g. advisory committee members, peer helpers) and the processes by which they are engaged (e.g. surveys, focus groups, community fora)
The identification of accountability tools and the demonstration of accountability for health outcomes. This element identifies the accountability tools needed to capture and report on changes (both intended/actual and unintended) in the health status of populations and in the determinants of health.
Current developments at national level and the lead that the HSE is taking on equality and social inclusion initiatives offer new possibilities for integrating lessons from local initiatives into the development of national strategies. These include:
The establishment of a National Equality and Diversity Programme and the development of an Equality and Diversity Framework for the HSE The development of an Intercultural strategy for the health services. This is being led by the national Social Inclusion Team The development of an Ethnic Identifier. This is a Social Inclusion Action for 2006, which will facilitate the collection of data pertaining to ethnicity that can be utilised to enable the development of culturally appropriate services. 
GLOSSARY OF TERMS
Community development 'is about actively enabling people to enhance their capacity to play a role in shaping the society of which they are a part. It works towards enabling groups and communities to articulate needs and viewpoints, to work collectively to influence the processes that structure their everyday lives and to take part in collective action that will contribute to making real, positive and lasting change. Given that the opportunity and the resources required to participate fully in society are more open to some groups and individuals, the priority, for those engaged in local social and economic development and community work, is to work with the most marginalised groups and communities -those experiencing poverty, inequality and social, cultural and economic exclusion' -Community Development Brochure, ADM, 1994.
Community sector refers to the collective of community organisations that are actively committed and working to achieve social and economic change in favour of those experiencing exclusion, poverty and inequality. Their work is premised on the belief that inequality is structured and is generated in the major institutions and systems that have been established to organise society, institutions and systems that are changeable and changing, including the health system, the education system, the economic and justice system. Organisations in the sector share a common set of values based on participation, a collective focus, solidarity and accountability.
Health inequality refers to 'the difference in the prevalence or incidence of health problems between individual people of higher and lower socio-economic status' -World Health Organisation 1998. Health inequality or the difference in health experiences and health outcomes between different population groups can be defined by for example socio-economic status, geographical area, age disability, gender or ethnic group.
Health status refers to the description and /or measurement of the level of illness or wellbeing of an individual or population at a particular time. It is based on an overall evaluation of an individual's degree of wellness or illness with a number of indicators, including quality of life and functionality.
Perinatal death: Perinatal deaths include stillbirths and early deaths during the first week of a baby's life. The perinatal mortality rate (PMR) refers to the number of still births and early neonatal deaths as a proportion of the total number of live births and stillbirths.
Population health is a term that describes an approach to health that aims to improve the health of the entire population and reduce health inequalities among population groups. It focuses on the health of particular target groups as distinct from the health of individuals. 
